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Disclaimer
The information presented at this program and in the program 
materials is for general educational purposes only and is in no 
way intended to serve as medical or legal advice.  
For advice on handling specific medical/legal problems, always 
consult with an attorney or your risk management staff.  
No conclusions should be drawn from case examples or risk 
reduction methods discussed during this educational program 
specific to any one organization, facility or provider. 

Learning Objectives
This presentation will enable participants to: 
• Discuss the issue of psychiatric boarding in Ohio and 

across the country

• Describe the challenges faced by community hospitals 
when caring for psychiatric patients

• Explore strategies to mitigate risks associated with the 
care of psychiatric patients in community hospitals

Psychiatric Boarding
Definitions: 
“The time spent waiting in a hospital emergency department for an 
inpatient hospital bed or transfer to another inpatient facility by 
patients with primary psychiatric conditions.” 

Source: Jonel Aleccia, “State’s psychiatric care changes still not enough, say some experts,” Seattle Times health reporter, March 21, 2015.

Psychiatric Boarding
Definitions: 
“The practice of detaining psychiatric patients, even though the 
hospital cannot treat them.” 

Source: Valerie Bauman, “Washington’s top court will hear psychiatric boarding case next month,” Puget Sound Business Journal, 
http://www.bizjournals.com/seattle/blog/health-care-inc/2014/05/washingtons-top-court-will-hear-psychiatric.html 03/15/2016.



History of the Problem

• 13% decrease from 2010 to 2016
• Per capita state bed population is now at 11.7 
• 1850 levels: 14 per 100,000 population
• 4,471 beds have been eliminated since 2010

Source: Office of Research & Public Affairs, “ NO ROOM AT THE INN: Trends and Consequences of Closing Public Psychiatric Hospitals,” Treatment Advocacy Center, 
http://www.tacreports.org/bedstudy 03/15/2016

Michigan Statistics

• As of 2016, only 15% of needed beds at 7.3 /100,000
• Rank is fourth from the bottom in the nation

Source: Poturalski, H. “Ohio has Critical Shortage of Psychiatric Hospital Beds,” Journal-News, Updated March 1, 2015. https://www.journal-news.com/news/ohio-has-critical-shortage-
psychiatric-hospital-beds/MJVEik3ZCkQP81oS60epWI/, Accessed August 22, 2018

History of the Problem
• Psychiatric boarding is inversely correlated to the number of psychiatric beds 

in each state

Source: Valerie Bauman, “Washington’s top court will hear psychiatric boarding case next month,” Puget Sound Business Journal, http://www.bizjournals.com/seattle/blog/health-care-
inc/2014/05/washingtons-top-court-will-hear-psychiatric.html 03/15/2016.

2014 Washington State Supreme 
Court Decision

• Case: In re the Detention of D.W. et al.
• 10 patients in Pierce County
• August 2014 Supreme Court decision:

“it is unconstitutional to detain and hold 
psychiatric patients in settings 

such as emergency rooms 
without providing appropriate treatment” 

Source: Joseph D. Bloom, MD, “Psychiatric Boarding in Washington State and the Inadequacy of Mental Health resources,” J Am Acad Psychiatry Law 43:218-22, 2015.

Appropriate Treatment
• What constitutes “appropriate treatment”?

o Psychiatric evaluation
o Medication management
o Suicide risk assessment
o Monitoring plan
o Comprehensive discharge planning

2014 Washington State Supreme 
Court Decision

• Psychiatric beds have increased by over 200 since the ruling
• Additional beds approved
• Special task force convened

Source: King County Issue Paper, “King County has an Important Role in Crisis and Commitment Services,” 
http://www.kingcounty.gov/~/media/exec/PSB/documents/2015-2016Budget/2015-16Issue_Paper-MentalHealth.ashx?la=en 03/15/2016.



Special Task Force
• Feasibility of additional Medicaid-certified psychiatric beds
• Expansion of prevention-focused community alternatives to 

hospitalization
• Additional legislative strategies including funding

Source: King County Issue Paper, “King County has an Important Role in Crisis and Commitment Services,” 
http://www.kingcounty.gov/~/media/exec/PSB/documents/2015-2016Budget/2015-16Issue_Paper-MentalHealth.ashx?la=en 03/15/2016.

Common Challenges

ED overcrowding

Behavior escalation

Symptom deterioration

Common Challenges

Patient safety issues

Employee safety issues

Environmental issues

ED Overcrowding

Overcrowding Chaos Behavior 
Escalation

Symptom Deterioration
• Environmental overstimulation
• Lack of supervision
• Lack of diversionary activity
• Hunger or thirst
• Nicotine withdrawal
• Medication issues
• Suicidal thoughts    

Employee Safety
• More than 70 percent of emergency nurses reported physical 

or verbal assault by emergency patients or visitors (2013). 

Source: American College of Emergency Physicians, “Emergency Department Violence Fact Sheet,” http://newsroom.acep.org/fact_sheets?item=30010



Employee Safety
• Most of the violence occurred at night between 11pm and 7am.

Source: American College of Emergency Physicians, “Emergency Department Violence Fact Sheet,” http://newsroom.acep.org/fact_sheets?item=30010

Employee Safety
• More than 75 percent of emergency physicians experienced at least 

one violent workplace incident in a year.

Source: American College of Emergency Physicians, “Emergency Department Violence Fact Sheet,” http://newsroom.acep.org/fact_sheets?item=30010

Risk Mitigation Strategies

Environmental

Interventional

Educational

Environmental Strategies
• Security
• Specialized units
• “Safe” rooms
• Cameras
• Panic buttons
• Multiple Exits
• Shelter-in-place areas

Security
• Emergency department access should be controlled
• All doors except main entrance should be badge-access of 

keypad access
• 24-hour on site security officer
• Direct line to local police

Specialized Units
• A separate area for behavioral health patients
• Designed for safety:

o Minimize anchor points
o Secure doors
o Camera or direct monitoring area
o Heavy or secure furniture
o No objects that could be used for self-harm or to harm 

others
• Psychiatrically trained staff
• Soothing colors and lighting



Safe Rooms
• Designed to be safe for patients with suicidal ideation
• 1:1 staffing is best option for acutely suicidal patients

Cameras
• False sense of security
• Must be monitored
• Can be an anchor point
• Inform patients

Panic Buttons
• Worn by staff members
• Strategically placed
• Computer-generated

Multiple Exits/Shelter-in-Place Areas

• Ideally, staff areas and patient rooms should have two exits
• Identify shelter-in-place areas such as copy/mail rooms with 

large equipment

Interventional Strategies
• Medical screening exam
• Suicide risk assessment
• Medication reconciliation
• Nicotine replacement
• Behavior de-escalation 
• Diversionary activity

Medical Screening Exam
• Psychiatric history
• Medical history
• Use of telemedicine
• Substance abuse history
• R/O medical condition



Medication Reconciliation
• Complete history of current prescription and non-prescription 

drugs
• Laboratory drug screening, if indicated
• Continue current psychiatric medications

Suicide Risk Assessment

Joint Commission Sentinel Event Alert Issue 56:

• Risk factors:
o Depression/bipolar disorder
o Previous attempts or self-injury 
o History of trauma or loss
o Bereavement

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Suicide Risk Assessment

Risk Factors: 
o Serious illness
o Alcohol or drug abuse
o Social isolation
o History of aggression

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Suicide Risk Assessment

Risk factors:
o Recent discharge from psychiatric facility
o Access to  lethal means along with suicidal thoughts

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Suicide Risk Assessment

Suicide Risk Screening: 
o Patient Health Questionnaire (PHQ-9)
o SAFE-T Patient Safety Screener
o Suicide Behaviors Questionnaire-Revised (SBQ-R)

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Suicide Risk Assessment

Review screening questionnaires before the patient is discharged. If 
positive screen:

o Obtain permission to contact friends, family or providers for 
corroborating information

o HIPAA allows without permission if patient is a danger to self or 
others

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 



Suicide Risk Assessment

Use assessment results to implement safety measures:
o Implement 1:1 monitoring for high-risk patients 
o Make personal and direct referrals for lower-risk patients within 

1 week of discharge

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Suicide Risk Assessment

Discharge planning: :
o National Suicide Prevention Lifeline-1-800-273-TALK (8255)
o Safety planning with possible coping strategies
o Restrict access to lethal means

Source: The Joint Commission, “Detecting and treating suicide ideation in all settings,” Sentinel Event Alert, Issue 56, February 24, 2016, 
http://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf 03/15/2016. 

Nicotine Replacement

Boarding patients: 
• Ask about nicotine use
• Offer nicotine replacement for moderate to very dependent 

users
• Fagerstrom Test for Nicotine Dependence on Cigarettes 

http://www.nova.edu/gsc/nicotine_risk.html

Diversionary Activity
• Food/fluids
• Cards
• Soft music
• Magazines/books

Educational Strategies Behavior De-escalation 
• Train all ED staff members in de-escalation techniques 
• Least-restrictive alternatives
• Practice frequently
• Pay attention to body language



Plan for Behavioral Emergencies
• Train and drill personnel
• Provide a secure environment:

o 24-hour security 
o Closed-circuit cameras
o Panic buttons (personal or multiple location)
o Direct phone lines to local police
o Control access and egress                  

Community Alliances
• Know your community resources
• Work to streamline transitions to other care settings
• Make appointments for patients

Empathy and Compassionate Care
• Examine personal biases
• Consider employing mental health professionals
• Survey patients
• Ask previous patients to serve on PI committees or focus 

groups
Questions?


